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ABSTRACT
Dangerous stimuli such as medication bottles are found every day in a typical household. It is
vital to teach children safety skills that will provide them the tools necessary to respond
appropriately to these stimuli. This study evaluated the use of small-scale training to teach
poison safety skills to children with autism spectrum disorder. One child 4 years-old was taught
safety skills using behavior skills training with a miniature model of their home, and dolls to
represent an adult and themselves. In situ assessments were conducted in the home of the
participant to determine if target behaviors are met when medicine bottles are present in the
natural environment. The results demonstrated that small-scale simulation was not effective in
teaching poison safety skills. When small-scale was not effective, mastery criterion was met
utilizing in situ training.
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CHAPTER ONE:
INTRODUCTION
Children are at risk whenever dangerous items are easily accessible or accidently left
within reach. One common threat to children in their household includes poisons such as
cleaning supplies, over the counter medication, solvents, and prescribed liquid medication.
Accidental poising is a problem that effects young children yearly. In the United States, over 350
children ages 0 to 19 are treated in the emergency room each year, and two die due to poisoning
(Center for disease Control and Prevention [CDC], 2016). The CDC recommends locking up any
chemicals or medication, following directions and labels when delivering medication to children,
and throwing away unused medications or cleaning supplies that could easily be confused with
everyday common items. Although these tips are valuable for keeping children safe, caregivers
are not always mindful of locking up medication or cleaning supplies. That is why it is crucial to
teach children how to respond safely when they find any poisonous substances in their
household. Children with developmental disabilities are at a higher risk for accidental injury due
to having delays in motor function, mental processing, and impairments in causal reasoning
(Sinclair & Xiang, 2008). Fortunately, several studies conducted on different safety skills have
shown that methods such as behavioral skills training (BST), in situ training (IST), and smallscale simulation training can be effective (Moroshok & Miltenberger, 2021; Page et al., 1976;
Rossi et al.,2017; Summers et al., 2011).
Behavioral skills training, consisting of instructions, rehearsal, modeling and feedback
(Miltenberger, 2016), is one of the most common methods used to teach safety skills. BST has
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been used to teach children with autism (ASD) and typically developing children abduction
prevention skills (Gunby et al., 2010; Lebetter-Cho et al., 2016; Vanslow & Hanley, 2014;),
firearm safety skills ( Gunby & Rapp, 2014; Himle et al., 2004; Miltenberger et al., 2004), and
poison prevention skills (Delong et al., 2015; Moroshok & Miltenberger, 2021; Petit-Frere &
Miltenberger, 2020; Summers et al., 2011). The results of these studies conclude that BST works
half of the time. When BST does not work, in-situ training (IST) is often effective. In IST the
researcher enters the assessment situation when the child fails to exhibit the safety skills,
demonstrates the steps, and requires the participants to rehearse them until mastery criterion is
met. Studies that assessed these methods utilized in-situ assessments to determine the response of
the participants when contacting the stimuli in the natural environment.
There has been limited research on poison safety skills especially involving children with
ASD. Dancho et al. (2008) evaluated the use of group BST to teach poison safety skills to 15
typically developing 3-to-5-year-olds. Results identified that group BST did not provide enough
training for the participants to master the safety skills. Petit-Frere and Miltenberger (2020)
evaluated a modified BST package using least to most prompting to teach poison safety skills to
6-to-8-year-olds with ASD. The strategy of least to most prompting paired with BST was
successful in teaching poison safety to skills to all three participants. Morosohk and Miltenberger
(2021) evaluated the use of BST paired with tangible reinforcers to teach poison safety skills to
children ages 4-to-10 with ASD. Tangibles were delivered upon correct responses during BST
and when performing the target behaviors correctly during assessments. Enhanced BST using
tangibles was effective in teaching poison safety skills to all of the participants except one who
needed a booster session. Rossi et al. (2017) used BST to teach three different categories of
safety skills. They assessed fire safety, poison safety, and firearm safety with children ages 5-to-
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6 diagnosed with ASD. BST was successful in teaching all three skills to two of the participants,
and one participant was taught using BST that was modified utilizing tangible reinforcers.
Summers et al. (2011) used least to most prompting with BST to teach children with ASD
abduction prevention (how to respond to someone ringing the doorbell at home) and poison
safety skills (how to respond to household chemicals). This BST treatment package was
successful in teaching abduction and poison prevention skills to the participants. In one other
study evaluating poison prevention training for children with autism, King et al. (2014) evaluated
video modeling and IST to teach 6-year-old children with ASD poison prevention skills. The
video modeled a child performing all the target behaviors, and the participant was required to
state what the video model should do in that scenario during each scenario. Video modeling
alone was not effective for any of the participants. IST was required for three of the participants,
and incentives were needed for one participant to meet mastery criterion.
Most of the studies discussed have shown BST or BST with modifications to be effective
for teaching children safety skills. There has been a limitation in research of evaluating younger
children between the ages of 3-to-5. Most of these studies reviewed have assessed children ages
4 and older. When BST by itself or paired with modifications does not work to teach a safety
skill, IST is used. In IST, a trainer will enter the room the participant is in and provide immediate
feedback to the participant when they fail to demonstrate a target behavior. The participant will
rehearse the target behavior several times until receiving a mastery score for the target behavior.
This method has shown to be the most effective and efficient in teaching safety skills.
Although most studies involving safety skills have used BST and IST, one method of
training that has not been utilized as much is small-scale simulation training. This training
method has been shown to be effective sometimes and is easily used in the home with a small
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model. Small-scale simulation involves components of BST to teach the learner to guide the doll
to exhibit the safety skills in the model. The small model allows the participant to visualize how
the doll responds in different rooms and situations. The researcher manipulates a doll to model
the steps and then the participant rehearses the skills with the doll and receives feedback. This
allows the participant to practice the safety skill with the doll in the model before being assessed
in the natural environment.
Page et al. (1976) used a small-scale table-top model that consisted of four squared city
streets to tech pedestrian safety skills to adults with learning disabilities. The researchers used
dolls that represented the participants to train the safety skills, and the participants used the same
dolls to rehearse the skills in the model. The results indicate that the safety skills learned by the
participants in the model generalized to the natural environment of city cross walks. Maxfield et
al. (2019) evaluated the use of small-scale simulation training to teach firearm safety skills to 3to 5-year-old typically developing children. Maxfield used a model of a home that contained
various rooms and small furniture to model a typical home, two dolls to represent an adult and
the child. He had the doll engage in the safety skills with a miniature handgun within the model
to demonstrate the safety skills and then had the participant rehearse with the doll and provided
feedback. This study was successful in training children firearm safety skills. Orner et al. (2021)
applied a similar approach using small-scale simulation to train children 5-to-6-years-old with
ASD firearm safety skills. This study found that simulation training was not effective for two out
of the three participants and IST or IST with tangible reinforcement was required for the other
two participants to achieve mastery criterion.
With research on small scale simulation training safety skills showing mixed results,
more research is needed to determine if this is an effective approach to teach safety skills. This
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study will add to the literature by evaluating small-scale simulation training and children with
ASD with a new safety skill that has not been evaluated with small-scale simulation. Although
BST and IST haven been proven to be effective in teaching poison safety skills, small-scale
training is efficient and accessible. Small-scale training is conducted using a table-top model that
can be placed in any convenient location in the home or any other location that a training could
take place in such as a clinic or school. The purpose of this study is to replicate Maxfield et al.
(2019) and Orner et al. (2021) to assess the effectiveness of using small-scale simulation to teach
poison safety skills to children with autism.
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CHAPTER 2:
METHOD
Participants and Setting
One 4-year-old participant, Marco, was recruited from an ABA clinic using flyers made
by the researcher. He received 4 to 6 hr of ABA therapy daily for 2 to 5 days per week. Once
Marco’s caregiver signed-up, they were given a questionnaire asking about his imitative and
verbal abilities. (See Appendix A). The questionnaire also included questions asking if Marco
had been in contact with poisonous substances, and if he knew how to respond to a poisonous
substance. To participate, Marco was required to have communication skills to experience an
event in one location and report it to an adult in another location. He must be able to follow
directions without engaging in any problem behaviors that may interfere with the study.
A screening assessment was conducted in the clinic by the researcher. The researcher
assessed Marco’s ability to deliver a message to someone else in a different room. The message
was based on the verbal ability level of the participant. The message was delivered thorough
spoken words. The screening assessment was utilized to ensure that he could inform an adult of
the poison he would come across in the study. Once he passed the first part of the assessment, the
second part was conducted on the same day. The experimenter played with a toy, and Marco was
required to explain how the toy was being manipulated (e.g., “the doll is running”). The study
took place outside of clinical hours. All training and assessments took place in Marco’s home.

6

Materials
A small-scale model was used to conduct simulation training. The model was borrowed
from the author of a previous study assessing gun safety skills utilizing small-scale simulation
training (Maxfield et al., 2019). The model included a kitchen, living room, two bedrooms, and a
hallway. There was furniture inside the model to reflect what a typical home looks like. To train
the participant there were two dolls. One doll represented the researcher, and the other
represented the participant. The dolls were borrowed from the authors of the same study that
assessed gun safety skills. The dolls were different races and ethnicities. This was to ensure that
the doll resembled the participant and the researcher. In this study, the doll was white to match
the participant. Three different liquid and pill medicine bottles that were scaled to the model
were purchased online and were placed in several different rooms of the small-scale model
during training.
Two different pill bottles and two different liquid medication bottles with child protective
locks were used in in situ assessments and in situ training. The bottles did not have actual
medication in them, rather, they contained empty pill capsules or colored water. The researcher
used a video-camera to record in-situ assessments across all phases. The video camera used was
a nanny camera from the company “YI home” that was hidden by different objects depending on
where it was placed, to ensure that the participant did not spot the video camera. The camera
displayed audio and video of the participant and caregiver. This served the purpose of collecting
live data discretely. IOA and treatment integrity were scored immediately through the live video
by the research assistant. Data sheets were created by the researcher to collect the participant’s
responses during small-scale simulation training (refer to Appendix B). Social validity data were
collected with a follow-up questionnaire created by the researcher.
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Target Behavior and Data Collection
The target behavior was poison safety skills. We measured this behavior utilizing a 4-point
scale. A 0 indicated that the participant touched the bottle. A 1 indicated that the participant did
not touch the bottle, but they did not leave the room 10 s after spotting the bottle. A 2 indicated
the participant did not touch the bottle, left the room within 10 s after spotting the bottle, but did
not inform an adult about the pill bottle within 30 s of leaving the room. A 3 indicated that the
participant did not touch the bottle, left the room within 10 s after spotting the bottle, and informed
an adult about the bottle within 30 s of leaving the room. In situ assessments were conducted to
evaluate the effects of training.
During in situ assessments, the researcher placed the child-locked medicine bottle in a
room within the house. The rooms used for the assessment were similar to those that were trained
within the model. The room varied for each assessment, given the layout of the participant’s home.
The researcher instructed Marco’s caregiver to ask him to go into the room where the bottle was
located to consume or interact with a specific reinforcer. “Go to the kitchen and eat your Oreos.”
The bottle was located on the table in the middle of the Oreos in this scenario. The researcher
collected data on Marco’s behavior through the video camera. The researcher was able to hear
audio through the nanny camera to confirm whether Marco told the caregiver about the bottle when
he left the room, and if the caregiver thanked him for informing them about the bottle. During
assessments in baseline and small-scale simulation training phases, if Marco did not leave the room
30 s after spotting the bottle the caregiver went into the room to ask him to bring the item or activity
that was part of the lure back to the original setting and removed the bottle. The caregiver did not
provide feedback on his behavior. If Marco left the room and told the caregiver about the medicine
bottle, the caregiver thanked him. After training, once Marco informed the adult about the
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medicine bottle he was then allowed to go back to the room and consume or interact with the
reinforcer that he was sent to the room for when the task was given by the caregiver, after the
caregiver removed the bottle from the area where the reinforcer was located.
Interobserver Agreement
One research assistant was recruited from the University of South Florida. She was an
undergraduate in the ABA minor program. The assistant was trained by the researcher on recording
and scoring the target behaviors during in situ assessments. The assistant watched through the live
nanny camera to record the participant’s behaviors. Interobserver agreement (IOA) was calculated
for 50% of sessions. IOA was calculated by dividing the number of agreements on the three target
behaviors by the total number agreements and disagreements. This result was then multiplied by
100 to determine the percentage of agreement. Agreement was 100%.
Treatment Integrity
Treatment integrity was evaluated for 66% of the small-scale simulation training sessions.
Treatment integrity data were collected with a task list that was modified from a previous study
that was conducted with handguns and small-scale simulation (Orner et al, 2019). The task list had
similar steps but reflected a study that was being conducted with poisonous substances. Treatment
integrity data were collected by the assistant to assess if the researcher was performing the steps
correctly when training the participants. The task list data sheet can be found in Appendix C and
D. Treatment integrity was calculated by the number of correct items divided by the total number
of items. Treatment integrity was calculated by dividing the number of steps completed correctly
by the number of steps and multiplied by 100 for a percentage. Treatment integrity was 100%.
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Social Validity Assessment
For social validity, a questionnaire with five items scored on a 5-point Likert scale was
given to Marco’s caregiver at the end of the study (see Appendix E). Questions asked the caregiver
their opinions about the study. For example, “My child enjoyed participating in the study,” “I feel
that my child is safer now if he/she comes across a poisonous container,” “I would recommend
this study to other families,” “My child has not attempted to touch a medication bottle after the
study has ended,” and “I feel that this study has made an impact on my child’s responses to
poisonous containers.”
Experimental Design and Procedures
An A-B design was used because only one child participated. If the participant did not
perform the safety skills following small-scale simulation training, in situ training was
implemented. A follow-up in-situ assessment was conducted 2 weeks after training.
Baseline
During baseline, in-situ assessments were conducted in the participant’s home as described
earlier. The caregiver did not provide praise or feedback to the participant during this phase. After
baseline data were stable, small-scale simulation training was conducted.
Small-Scale Simulation Training
Training was conducted in a convenient room with the small-scale model on the floor based
on the participant’s preference. Behavioral skills training (BST) was used to train the participant
to engage in the safety skills with the doll within the model. There were four components:
instructions, modeling, rehearsal, and feedback. The researcher instructed the participant by
saying, “When you see a medication bottle you will not touch it, leave the room in 10 s, and tell
and adult right away.” The researcher used the participant’s doll to model the steps in the small-
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scale model. They walked the doll into the room and announced all the steps that they were taking.
(e.g., “I see a medication bottle, I am not going to touch it, I am leaving and going to tell an adult”).
The adult doll was the researcher; this is so the participant knew to report to an adult in the model
and in a real situation. After modeling the correct behavior, the researcher placed the bottle in a
room in the model, had the participant take their doll to that room and find the bottle, and instructed
the participant to rehearse the steps that had been performed by the researcher. The researcher
provided descriptive praise for steps performed correctly and provided corrective feedback for the
steps the participant did not perform correctly. The training session continued until the participant
correctly preformed all the target behaviors six consecutive times without assistance as they found
three different pill bottles and three different liquid medication bottles that were placed in different
rooms in the model. The first training session was conducted in 1hr and 45m. Within 3 days after
the training session, an in-situ assessment occurred. If the participant scored less than 3, another
small-scale simulation training session occurred within 3 days followed by an in-situ assessment
within 3 days. The second small-scale training session was conducted within one hr. This process
was repeated one more time, as he did not score a 3 for three consecutive in-situ assessments
following small-scale training (criterion performance). The last training session was conducted
within 45m. The duration for each small-scale training session decreased as the participant was
continuously introduced to the instructions and rehearsing the steps within the model. Due to
criterion performance not being achieved after three small-scale simulation training sessions, insitu training occurred.
In Situ Training
During in situ training, the researcher entered the room, told the participant to not touch
the medication bottle, moving him away from the medication bottle and conducted one BST
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session with tangible reinforcement. During BST the researcher explained the correct steps,
modeled the steps, and asked the participant to rehearse the steps. This was repeated until the
individual engaged in the correct behavior three times. The researcher delivered tangible
reinforcement to the participant if the steps were performed correctly. The next day an in-situ
assessment was conducted, the participant did not perform the steps correctly, and another in situ
training took place. The day after the second in situ training, an in-situ assessment conducted in
which an edible or tangible reinforcer was used. The reinforcer was identified by talking to the
caregiver about a preferred edible or tangible that the child could consume or manipulate following
the trial. After two in-situ trainings, the participant scored a 3, for three consecutive trials.
Follow-up
A follow-up took place in the Marco’s home 2 weeks after the participant had concluded
in-situ assessments following training. Follow-up was conducted with an in-situ assessment.
Marco performed at criterion level of a 3, meaning that he mastered the safety skill that was taught.
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CHAPTER THREE:
RESULTS
Figure 1 illustrates the results of this study. During baseline, Marco scored two 0’s and one
1, which indicated that he did not know how to respond to a poison safety threat within his
environment. During the small-scale simulation training phase, Marco scored a 0 after the first
training session, so we conducted a booster session. He scored a 3 in the assessment after the
booster session. He scored a 0 in the next assessment, so we conducted one more booster session.
When he scored a 0 in the next assessment, we conducted IST. After two IST sessions, Marco
scored a 3 for three consecutive assessments. He then scored a 3 at the 2-week follow-up.
We collected social validity information at the end of the study. His mother strongly agreed
that Marco enjoyed participating in the study, he is safer now if he comes across a medicine bottle,
and that this study was effective in teaching him to be safe around medicine bottles. His mother
reported to the researcher that every time Marco notices a pill bottle, he will report it to an adult
and utilize the safety skills taught to him.
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Figure 1 . Safety Skill Scores for In Situ Assessments during Baseline, Small Scale Simulation
Training, In Situ Training, and Follow-up

14

CHAPTER FOUR:
DISCUSSION
This study evaluated the effects of using small-scale simulation training to teach poison
safety skills to a child with ASD. Findings from this study suggest that simulation training was
not an effective method for teaching poison safety skills to the participant. More participants are
needed to further replicate these procedures to determine if this method is effective for teaching
poison safety skills to children with autism.
During the small-scale training, the participant was having a difficult time rehearsing the
skills because he followed through with the demand given even though the toy pill bottle was
sitting on the activity, he was to engage in. For instance, “go to the kitchen and eat cookies” was
an instruction given by the researcher. Marco moved the bottle to the side and ate the cookies.
The researcher stopped him because he touched the pill bottle. The researcher repeated the safety
skill steps to him, he replied, “I will tell an adult, but I was told to eat the cookies, so that is what
I am doing.” The researcher corrected this during training by explaining to first report to the
parent, and then he can complete the activity once the adult has moved the medication bottle
away from the item or activity. This similar occurrence was observed during an in-situ
assessment. The participant moved the bottle aside so that he could color because the instruction
was to color. His mother reported that she keeps pill and liquid medication bottles stored away,
and this is the first time Marco was exposed to a pill bottle sitting on items he engages with.
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The results of this study are similar results from studies that report that in situ training is
often necessary after other interventions are not successful. Orner et al (2021) found that
although small-scale simulation was effective in teaching firearm safety skills to two out of the
three participants, two participants required in situ training to meet mastery criterion. These data
support that small-scale simulation training is not always effective in teaching safety skills to
children with autism, and that in situ training with tangible reinforcement is effective in teaching
poison safety skills. This study expands on previous studies that found in-situ training to be
unsuccessful in some cases without the use of an incentive during training. King and
Miltenberger (2017) demonstrated that in situ training was effective for three participants, and
one participant needed an incentive to meet mastery criterion. This study utilized a tangible or
edible reinforcement to be delivered after the participant demonstrated the safety skill during the
rehearsal. It is unknown if the participant would have performed the skill if the tangible
reinforcement was not delivered during in situ training.
These results are different from another study that showed small-scale simulation training
to be an effective method in teaching safety skills to typically developing and children diagnosed
with autism. Maxifield et al. (2019) was successful in teaching poison safety skills to typically
developing children utilizing small-scale simulation training. The study is also different from
two studies showing that a generalization enhanced BST can be effective for teaching poison
prevention skills to children with autism. Morosohk et al. (2021) was successful in teaching
poison safety skills to children diagnosed with autism utilizing BST enhanced with tangible
reinforcement and therapist fading, and Petit-Frere and Miltenberger (2021) showed BST with
added prompting and therapist fading was effective for children with autism. The results of the
current study are more similar to Orner et al. (2021) than to Maxfield et al. (2019), suggesting
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that small-scale simulation training may be a more effective intervention for neurotypical
children than for children with autism. More research is needed to determine whether this is an
accurate conclusion.
A few limitations were identified in the current research study. First, only one participant
was recruited, and therefore, there were not enough participants to decide if small-scale training
is an effective method for teaching safety skills to children diagnosed with ASD. The participant
lived in a two-story house. However, due to the number of people living in the house, and
renovations being conducted in the home, only the bottom floor of the house was utilized during
in situ assessments and only two rooms were available: the living room and kitchen. The
caregiver has reported that when she was with the participant in different rooms such as the
bathroom or her bedroom after in situ training had been conducted, the participant would inform
her of the medication bottle and have her remove the bottle before engaging in any activities in
that room. During in situ assessments, the pill bottle was not always placed on top of the activity
or item that was part of the demand. This could have been misleading, as the participant may not
have noticed the bottle and did not touch it scoring higher than he may have if the bottle was
directly on the item or activity.
One difficulty that emerged during the study was that during in situ training, the
participant engaged in a tantrum, and refused to report to any caregiver about the pill bottle. The
tantrums consisted of crying and refusal to cooperate and lasted about 1 hr in the first IST
session and almost 2 hr in the second IST session. As reported by the mother and the RBT who
works with the participant, tantrums during demand situations are not uncommon and the
strategy that works best is to continue the demand once the tantrum ends. This is what the
researcher did; she completed IST after the tantrum ended. The researcher’s handling of the
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tantrum may have influenced the score following the initial in situ training, because the
researcher’s focus was for the participant to rehearse the steps and the researcher was not in a
different room when the participant reported finding the bottle. During the second in situ
training, the participant went to a different room during all three times of rehearsing the steps
which was reflected in the following scores when he met mastery criterion.
Future research should focus on continuing to evaluate small-scale simulation training to
teach poison safety skills to children with autism. If these procedures were evaluated with more
participants, it could help determine if small-scale training is effective in teaching safety skills
for children with autism. To date, only one child of four from Orner et al. (2021) and this study
exhibited safety skills following small-scale simulation training. Research has shown that smallscale training is more likely to be effective in teaching these skills to neurotypical children
(Maxfield et al., 2019). Future research should assess if small-scale training yields effective
results when paired with tangible or edible reinforcement during training. Future research also
could assess if small-scale simulation training would be effective in teaching safety skills to
neurotypical children as Maxfeld et al. (2019) is the only study to date to evaluate the procedure
with neurotypical children. This research may be important because if small-scale simulation
training using a table-top model is shown to be effective, it might lead to greater access to safety
skills training. If shown to be effective, the next research question might be whether parents
could learn to implement the procedure on the table-top model and then to evaluate selfinstructional materials to teach parents to implement training
In conclusion, this study demonstrated that small-scale simulation training was not
effective for one child with ASD. However, more participants are required to replication this
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study, to determine if small-scale simulation training is not effective in teaching other children
diagnosed with ASD.
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Appendix A: Parent Screening Questionnaire

1.Can your child explain what happened in one room to an adult in a different room?
__Yes
__ No
2. Can your child describe the actions performed by another person?
__Yes
__ No
__ Maybe
3. Can your child imitate the actions of others?
__Yes
__ No
__ Maybe
4. Do you keep pill bottles in reach of your child?
__Yes
__No
5. Are you willing to keep the pills stored away for the duration of the study?
__Yes
__No
6. Do you believe your child knows what to do when they find come across pill bottles?
__Yes
__ No
__ Maybe
7. Has your child received poison safety training?
__Yes
__ No
__ Unsure
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Appendix B: In-Situ Assessment Data Collection
Participant
Session#

Date/Time

Room

Task Initiated

Did participant
touch the pill
bottle?

Did participant
move out of the
room within 10
seconds after
noticing the pill
bottle?

Did participant
inform the caregiver
about the pill bottle
within 30 seconds
after leaving the
room?

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No
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Score

Observer
Initials

Appendix C: Small-Scale Simulation Training Treatment Integrity Checklist

Task

Score

1. Arrange model to resemble the natural environment, placing the pill bottle in a

Yes No N/A

different room for each session

2. Present the model to the participant

Yes No N/A

3. Assign roles to the dolls and establish which is the participant and which is the researcher

Yes No N/A

4. Provide instructions and modeling

Yes No N/A
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5. Have the participant rehearse the skills and if the participant engages in the

Yes No N/A

target behaviors correctly provide social reinforcement in the form of praise

6. If the participant does not engage in one or more steps of the target behavior:
i) Immediately stop play
i) Yes No N/A
ii) Provide instructions for the target behavior
ii) Yes No N/A
iii) Model the target behavior
iii) Yes No N/A
iv) Have the participant rehearse the target behavior until
iv) Yes No N/A
all steps are performed correct
v) Yes No N/A
v) Rearrange the model and have the participant perform
all steps correctly for three consecutive sessions
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7. Repeat until child performs the safety skills correctly three times without instructions and
modeling
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Appendix D: In-Situ Training Treatment Integrity Checklist

Task

Score

1. The researcher begins IST in the environment where the participant failed to demonstrate the target behavior. IST should

Yes

begin following the participant orienting toward the bottle but does not demonstrate target behaviors within 30 s
No
N/A

2. The researcher verbally prompts the participant to stop activity

Yes
No
N/A

3. The researcher provides instructions for the target behavior

29

Yes

No
N/A

4. The researcher models the target behavior

Yes
No
N/A

5. The researcher has the participant rehearse the target behavior until all steps are correct

Yes
No
N/A

6. The researcher rearranges the environment and has the participant demonstrate the target behavior with all steps correct

Yes

for three consecutive scenarios
No
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N/A

7. If the participant engages in all steps of the target behavior correctly, provide tangible reinforcement

Yes
No
N/A
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Appendix E: Social Validity Questionnaire
On a scale of 1 to 5, circle your level of agreement with the statement
below.
My child enjoyed participating in the study.
1
2
3
4
5
Strongly Disagree
Disagree
Neutral/No Opinion
Agree
Strongly Agree
I believe my child is safer now if he/she comes across a medicine
bottle
1
Strongly Disagree

2
3
4
Disagree
Neutral/No Opinion
Agree
I would recommend this study to other families.

5
Strongly Agree

1
2
3
4
5
Strongly Disagree
Disagree
Neutral/No Opinion
Agree
Strongly Agree
My child has not attempted to touch a medicine bottle after the
study has ended.
1
2
3
4
5
Strongly Disagree
Disagree
Neutral/No Opinion
Agree
Strongly Agree
This study taught my child to be safe around medicine bottles.
1
Strongly Disagree

2
Disagree

3
Neutral/No Opinion
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4
Agree

5
Strongly Agree

Appendix F: IRB
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